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Simultaneous occurrence of ipsilateral hip and knee disloca-
tions is a rare but morbid injury. These are complex injuries
associated with acetabular wall fractures, femoral head fractures,
avascular necrosis of femoral head, knee instability and knee
stiffness. Early recognition and emergent reduction are the norms
to prevent long term sequelae. We report a case who presented to
us with an ipsilateral posterior hip and open posterior knee
dislocation with concomitant systemic injuries sustained by a
unique mode of machinery injury.
2. Materials and methods
A 50 year old female presented to the emergency with multiple
injuries. The injuries were sustained when the patient’s dupatta
(scarf) got entangled in the conveyer belt of a diesel machine, used
in the rural areas to pumpwater out of the well. As a result she was
dragged into the generator with resultant trauma. A wide abrasion
mark was visible over the anterior aspect of the neck due to the
high friction caused by the dupatta (Fig. 1). Patient had ﬂail chest
for which chest tube was inserted. Left limb was noted to be in
ﬂexion, adduction and internal rotation at the hip with an
associated open dislocation of the ipsilateral knee (Fig. 2).
Neurovascular examination revealed a common peroneal nerve
palsy with intact vascular status of the limb. Knee dislocation was
relocated but unstable. Attempt at closed reduction of the hip was
unsuccessful. Radiographs revealed a posterior dislocation of the
left hip (Fig. 3), posterior dislocation of left knee (Fig. 4), fracture of
1–9 ribs on the left side (Fig. 5) and fracture of shaft of humerus on
the left side. Computerised Tomography (CT) scan of the abdomen
and head was unremarkable. CT of the hip showed isolated
posterior dislocation of the hip (Figs. 6 and 7). Emergency
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ﬁrst that would give us leverage for subsequent closed reduction of
the hip. Debridement of the knee joint was initially done. Both the
cruciates and collaterals were torn. The distal pulses disappeared
in complete extension and returned in 10 ormore degree of ﬂexion.
A knee spanning ﬁxator was applied in 158 ﬂexion. Closed
reduction of the hip was attempted but unsuccessful. Open
reduction of the hip was carried out via posterior approach. The
head had buttonholed through the capsule and the short external
rotators (Fig. 8). The sciatic nerve was located between the
posterior rim of the acetabular wall and the head. The acetabulum
and the femoral head were normal. The hip was reduced, found to
be stable and the limb was immobilized in an abduction splint.
Patient needed ventilation and inotropic support postoperatively
but succumbed to her injuries three days later.
3. Discussion
Concomitant ipsilateral traumatic dislocation of both hip and
knee following high-energy trauma is extremely rare. Most
dislocations of this kind also have associated fractures (either
the femoral or acetabular side or fractures around knee). Themode
of trauma as in our case and the ﬁndings of isolated (pure)
dislocations of the hip and the knee are unreported in literature.
In this type of injury when the knee and hip are ﬂexed along
with adduction at hip, any trauma from front as in dashboard
injuries or head on collisions can result in simultaneous[()TD$FIG]Fig. 1. Graze marks caused by the dupatta over the front of the neck.
[()TD$FIG]
Fig. 2. Clinical photograph showing open knee dislocation.
[()TD$FIG]
Fig. 4. Radiograph showing posterior dislocation of the left knee.
[()TD$FIG]
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common than anterior dislocations and account for approximate-
ly 90% of hip dislocations.2 The patient had common peroneal
nerve injury, and such association is also reported in literature.4
CT is invaluable in revealing associated acetabular wall fractures,
for detecting reduction, intra-articular osteochondral fragments,
and residual subluxation of the joint.1 There is always a
substantial risk of developing late complications such as
posttraumatic arthritis and osteonecrosis of femoral head.3
Complete open dislocations of the knee are associated with
extensive soft-tissue and ligamentous rupture and vascular or
nerve injuries. Damage to the popliteal artery is common because
of the stretchingmechanism secondary to tethering of the vessel at
the adductor hiatus or by direct contusion by the posterior tibial
plateau; so are fractures of the distal femur or the tibial plateau.[()TD$FIG]Fig. 3. Radiograph showing the posterior dislocation of the left hip.Emergent reduction of both these dislocations has to be carried
out. Incidence of avascular necrosis of hip is 4.8% if reduced within
6 h and it increases to 58.8% if reduced later than that. It takes
about 17 months for avascular necrosis to become clinically
apparent.5 An unreduced knee dislocation can give rise to
persistent pressure on the neurovascular structures in theFig. 5. Chest radiograph showing multiple rib fractures on the left.
[()TD$FIG]
Fig. 6. CT scan axial images showing posterior dislocation of the hip.
[()TD$FIG]
Fig. 8. Intraoperative photograph showing the dislocated head buttonholed through
the short external rotators.
[()TD$FIG]
Fig. 7. CT scan 3D reconstruction images including he
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irreversible neuronal damage.
4. Conclusion
Ipsilateral posterior hip and knee dislocations are uncommon.
Emergent reductions are imperative to prevent short term
catastrophes of compartment syndrome and neurovascular
impairment and long term sequelae such as avascular necrosis
and degenerative arthritis.
Dupatta injuries are common injuries in this part of the
subcontinent. The spectrum of injuries range from soft tissue
injuries to multiple bony injuries. It is important to highlight that
these injuries are avoidable. Safety measures, such as the use of
pins, plastic or guards and alterations in dress should be reinforced
to prevent loose, ﬂowing ends.ad subtraction view to show intact acetabulum.
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